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Abstract 
The present study was designed to examine two questions 
related to speech output in the elderly population: 1) Does 
a regimen of touch massage therapy increase speech output as 
measured by confrontational naming performance on the Boston 
Naming Test in elderly persons residing in nursing homes or 
living alone in relatively non-stimulating communication 
environments, and 2) Is touch/massage therapy a useful 
method in establishing rapport between an elderly client and 
the clinician subsequently motivating the client to increase 
their desire to communicate. 
A total of ten subjects were selected to participate in 
the study. Eight were residents of nursing homes, and two 
were elderly widows living alone. Each subject passed an 
evaluation for language and cognitive related functions, 
hearing acuity, and visual perception skills. To answer the 
first question, the study used an ABAB design and compared 
raw scores under two treatment conditions. To obtain 
answers to the second part of the study, each subject 
responded subjectively to a list of eleven items. 
Although there was some evidence of improved 
performance in three subjects following the touch/massage 
therapy, the results of the treatments did not show any 
clear pattern of improving the confrontational naming 
performances of the subjects as a whole. However, the 
-ii-
results of the subjective responses obtained from each 
subject indicated a positive emotional and motivational 
effect of the treatments. Possible clinical implications 
and suggestions for further research are presented. 
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CHAPTER I 
Introduction 
1 
The act of human communication requires interactions 
among systems that are biological, neurological, and 
sociological. By the time many persons have reached their 
elderly years, a number of changes have occurred in these 
systems that may impair the act of communicating. For 
example, age-related alterations have been noted in the 
components of respiration, phonation, resonation, and 
articulation. In addition, many elderly persons are 
susceptible to social isolation which reduces the number of 
communication interactions, and eventually may decrease 
their motivation to communicate. Van Riper (1979) stated 
that of all the skills a clinician must have, perhaps the 
most important is the ability to motivate clients. Elderly 
persons who suffer from neuropathologies such as Alzheimer's 
disease or systemic diseases such as diabetes may be 
particularly at risk for reduced motivation to communication 
especially if their situation requires placement in nursing 
facilities (Ripich, 1991). In addition, social isolation 
may also occur when elderly persons lose mates, family 
members, and friends, which make up their emotional and 
psychological support systems and motivate them to remain 
active in communicative interactions. 
Even though the importance of motivation and rapport 
has been known since the inception of speech-language 
2 
pathology, surprisingly little research has been reported in 
speech-language pathology literature that addresses how 
these may be achieved in socially isolated elderly persons 
with communication disorders. However, in recent years some 
attention has been directed toward factors that may have a 
positive influence on facilitating communication in this 
population. For example, Chafetz and Wilson (1988) and 
Vortherms (1991) have reported on some measures they believe 
to be useful in stimulating successful communication 
interactions among elderly persons. Of particular relevance 
to this research is Vortherrn's hypothesis that touch may be 
a useful modality through which to stimulate communication 
interactions between clinicians and elderly patients. In 
addition, a number of articles found in nursing literature 
have reported the benefits that touch has upon communication 
as well as the emotional well-being of elderly persons in 
general. 
An ABAB single subject design was used in this study to 
investigate if the modality of touch increases motivation to 
communicate in elderly persons who are socially isolated 
and/or suffer from debilitating conditions that have reduced 
communication interactions. This study also used a subject 
survey to investigate the effects of touch on rapport. The 
survey is based on a review of pertinent literature 
concerning age-related changes in communication systems and 
published reports that suggest the therapeutic application 
of touch may be efficacious in increasing speech output in 
socially isolated elderly persons with communication 
disorders. 
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CHAPTER II 
Literature Review 
4 
During the ongoing evolution of speech-language 
pathology as a profession, research continues to reveal that 
human communication is an extremely complex process that 
links disciplines as diverse as physics, biology, 
neurolinguistics, psychology, and sociology. Each 
discipline makes vital contributions that throughout life 
leads to understanding the successful transmission and 
reception of a human message. The production of speech 
depends on the functional and structural integrity of neural 
and motor speech mechanisms. Studies by Borden & Harris 
(1986) have shown that the motor execution of thought 
through semantics, syntax, and other aspects of language 
requires cooperative interactions among the functional 
components of respiration, phonation, resonation, and 
articulation subsystems which are driven by cortical and 
subcortical mechanisms operating in parallel neurocircuits. 
Darley, Aronson, & Brown (1975) calculated that 140,000 
neural events may occur during the production of 14 phonemes 
which may be produced in just one second. Thus, a seemingly 
simple act such as greeting a person with "Hi! How are you 
today?" is exceedingly complex from a neurolinguistic 
perspective alone. In addition, the speech response a 
person makes is heavily influenced by emotional and 
motivational factors. Each of these interdependent aspects 
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of human communication undergo alterations during a person's 
life. 
As a person ages, changes occur in both peripheral and 
central neurolinguistic systems and, in the cases of many 
elderly persons, changes in emotional states and motivation 
to engage in communication occur as well. Health status 
combined with the changing social aspects of life (e.g. 
retirement, loss of spouse, and isolation) can impact the 
elderly's motivation to communicate (Hooper & Dunkle, 1984). 
This is particularly noted in cases when elderly persons are 
isolated in relatively non-stimulating environments such as 
nursing facilities. Birren (1959) stated that "aging" 
begins when growth in organs and systems arrive at a steady 
structural and functional state. Elderly is defined as 
having reached the age of 65 years (Ulatowska & Chapman, 
1991). 
Age-Related Changes in Peripheral Speech Components 
Respiratory Components Postmortem examinations have 
shown the trachea and bronchi become more rigid with age 
leading to gradual calcification. Aged lungs have been 
found to be smaller, lighter, and flabbier than younger 
specimens and breathing capacity has been shown to decrease 
as much as 55-60% in elderly persons (Scheuerle, 1992). 
Laryngeal Components Zemlin (1968) reported that laryngeal 
cartilages gradually ossify resulting in a significant loss 
of mobility by age 65 years. According to Ardran (1965) 
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ossification appears to be most extensive in the thyroid and 
cricoid cartilages while the arytenoids undergo less severe 
changes. Similar to other peripheral systems, laryngeal 
changes vary from individual to individual but appear to be 
part of a normal aging process rather than related to 
pathological conditions (Kirchner, 1970). 
Resonatory and Articulatory Components Many elderly persons 
lose dentition due to periodontal disease, tooth abrasions, 
and gum retractions (Reiter & Weintraub, 1984). Dentition 
changes may alter normal facial symmetry and lead to 
impaired articulation (Silverman, 1972). Zemlin (1972) 
found the mandible may become smaller with age due to bone 
resorption. Kaplan (1971) reported dryness in the mouth of 
elderly persons which was attributed to decreases in 
salivary gland activity. Since moisture is believed to 
facilitate smooth coarticulatory movements, decreases may 
impair phonemic placements. Sonies (1987) found no age-
related alterations in tongue mobility during swallowing, 
but Shanks (1970) reported diadochokinetic rates were 
significantly reduced in elderly males, but not females. 
Age-Related Changes in Central Nervous System Components 
Geschwind (1970) said, "we must realize that when we 
talk about changes in communication in the elderly we are 
speaking primarily of changes in ... neurological alteration" 
(p. 205). Brody (1955) discovered the most noticeable 
neuronal loss is in cognitive, language, and motor speech 
areas such as the superior frontal gyr1, the superior 
temporal gyri, and the motor strip. In conjunction with 
gradual neuronal decrements, decreases in brain weight can 
also be measured (Ulatowska, et al. 1985). In addition, 
Busse (1969) found a marked reduction in alpha waves in 
persons over 60 years of age, suggesting a reduced level of 
awareness. 
Many of the neurological changes manifested through 
the natural aging process, are, in extreme form, considered 
to be the pathogenesis of dementia. Joynt and Shoulson 
(1979) reported that many pathological changes associated 
with dementia are also seen in the normal aging brain. 
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These relatively similar changes in nervous tissues between 
non-demented and demented elderly persons led Terry (1983) 
to suggest that normal aging is associated with less severe 
pathological changes of a continuum on which dementia is the 
most severe. This implies that dementia may be an 
expression of extreme aging in neural mechanisms (Cannito, 
Hayashi, & Ulatowska, 1988). In this regard, there are both 
differences and similarities in communication behaviors 
between healthy elderly persons and clinically diagnosed 
demented patients. Certain language deficits in healthy 
aging individuals may be exaggerated in individuals with 
dementia. For example, confrontational naming skills may 
deteriorate in both populations, but non-demented elderly 
persons are naturally motivated to find strategies to 
retrieve words whereas the demented or socially isolated 
persons are not (Obler & Albert, 1981). 
Age-Related Changes in Emotions and Motivation to 
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Communicate Although the impact that aging has on a 
person's emotions is variable and highly individualized, 
depression is a common illness found in elderly persons and 
is characterized by symptoms such as listlessness, apathy, 
fatigue, and anxiety (Rau & Schultz, 1988; Ringle & Chodzko-
Zajko, 1988). Each of these symptoms have the potential to 
suppress communicative behavior. In his book, A Career in 
Speech Pathology, Van Riper (1979) said, "perhaps the most 
important of all the clinical skills required for effective 
therapy is the clinician's ability to motivate his clients" 
(p. 82). The concept of emotions and motivation has 
remained an integral part of communication disorders 
literature. Nicolosi, Harryman, & Kreshesk (1988) stated 
motivation is stimulated by internal and external factors 
that result in an emotional state. Netsell (1986) 
hypothesized there is a neurological analogue to emotions 
within the limbic system which may actually predetermine 
whether a person is sufficiently motivated to generate a 
speech response. Ivey (1971) commented that no speech-
language pathologist will be able to administer effective 
therapy unless the clinician is able to establish rapport 
and motivate clients. Ringle & Chodzko-Zajko (1988) 
believed that establishing rapport with elderly clients can 
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increase their willingness to participate in communication. 
Haynes & Oratio (1978) described several clinician behaviors 
that have historically been called rapport builders and are 
presumed to facilitate positive emotions in the client which 
lead to more motivation to speak and interact with the 
clinician. These include empathy and genuineness, 
attentiveness, and a good sense of humor. In the absence of 
these emotional-related rapport builders, a patient is less 
likely to be motivated to perform optimally. 
A few studies have been published that address methods 
by which communication with an elderly person may be 
enhanced. Chafetz and Wilson (1988) offer some procedures 
that should be employed when interacting with an elderly 
person in rehabilitation settings. First, the patient 
should be told who the clinician is, why the clinician is 
there, what the clinician will be doing, and what the 
patient will be expected to do. The authors further suggest 
simplifying vocabulary complexity, semantics, and sentence 
structure, and avoiding rapid shifts in topics; but also 
avoid using language that patronizes the patient. In 
addition, measures should be taken to assure that the 
patient is not in pain, hungry, thirsty, or fatigued; and 
that if s/he uses glasses or hearing aids, that these are 
clean and in working order. 
The loss of vision and hearing acuity due to age is 
well documented. However, the modality of touch does not 
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decrease in the elderly and, according to Vortherms (1991) 
touch may be a useful modality through which to stimulate 
communication in the elderly. From the moment of birth, 
touch has life-long importance to the acquisition, 
development, maintenance of human emotions, communication, 
and general physical and mental well being. The medicinal 
power of touch was recognized early by Hippocrates and Galen 
to have therapeutic benefits (Field, 1995). It has been 
applied throughout the ages to alleviate systemic disorders 
associated with respiratory, cardiac, and the nervous 
systems (Field, 1995; Montagu, 1971). These physiologic 
subsystems are integral components of the biological origins 
of speech. 
Marsella & Corsini (1987) stated that insufficient 
amounts of touch may actually impede development of 
cognitive processes and emotional health. In a well known 
study, Harlow & Harlow (Comer, 1992) demonstrated that 
physical contact between an infant Rhesus monkey and its 
mother led to healthy emotional and social development of 
the infant whereas lack of physical contact resulted in 
despair, depression, and decreased vocalization and play. 
Montagu (1971) concurred that touch stimulation affects 
every aspect of the human condition, and is a critical 
instrument in emotional and cognitive development as well as 
a powerful tool of communication. Nguyen (Mccann & McKenna, 
1993) stated that among other attributes, touch reflects 
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warmth, friendless, and acceptance. 
The skin is the largest and most sensitive organ of the 
body. Moreover, touch is the first modality used by infants 
to communicate with the outside world. Mccann and McKenna 
(1993) termed touch the "mother of the senses". Through 
touch, the infant first experiences object relations and 
senses his/her own body and acquires understanding of 
another human being. Marsella & Corsini (1987) wrote that 
children who do not experience a close physical relationship 
early in their lives may be delayed in their subsequent 
abilities to develop healthy interpersonal relationships and 
effective communication skills. Drescher, Whitehead, 
Morrill-Corbin, & Cataldo (1985) emphasized the importance 
of touch and its role in the development and sustenance of 
human communication which persists throughout one's entire 
life. 
In 1992, researchers at the Touch Research Institute 
(TRI) at the University of Miami School of Medicine, 
documented significant positive effects of touch on 
ameliorating depression in children by decreasing the levels 
of stress-related catecholamines, such as norepinephrine and 
cortisol (Field, et al. 1992). Tactile/kinesthetic 
stimulation, or massage therapy, has been found to benefit 
premature infants by increasing weight gain, promoting 
growth, reducing hospital stays, and providing long-term 
advantages in motor and cognitive development (Field, et 
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al., 1986). Field has extended her research into adult and 
elderly populations and reported that generally massage 
therapy has positive benefits on self-image, job 
performance, mental health, and communication (Cohen, 1994; 
Field, et al. 1992). Another study at TRI included elderly 
"grandparent" volunteers who administered massage therapy to 
infants. Interestingly, benefits were not limited to the 
infants alone. The "grandparent" volunteers reported 
increased social contacts, improved eating and sleeping 
habits, and improved physical and mental health, noted by 
changes such as fewer visits to the physician and a 
reduction in depressive symptoms (Villano, 1992). 
The profession of nursing has also begun to experiment 
with the benefits of touch with elderly patients. Fascione 
(1995) found positive effects in patients suffering from 
anxiety and mental health problems. In these touch studies, 
a systemic regimen of massage was applied to the back, arms, 
scalp, face, and shoulder areas. Following the treatments, 
patients were asked to assess the applications. Fascione 
reported, that overall, the patients responses were positive 
and led to improved communication in discussion groups. 
Recently, Russell (1994) reported on a type of massage 
applied to trigger points in the body described as 
neuromuscular therapy. Neuromuscular therapy claims to 
improve flexibility and circulation, and decrease body 
toxicity. Russell (1994) also reported on a type of massage 
developed by Trager known as Trager Psychophysical 
Integration (TPI). Trager believes a psychosomatic 
relationship exists between the mind and bodily tension. 
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TPI involves cradling, supporting, and rhythmically rocking 
the body through a range of motion. Trager believes such a 
procedure reduces stress, improves physical coordination, 
and fosters a feeling of relatedness (Russell, 1994). Bowen 
(Russell, 1994) has used regimens of massage to benefit 
patients with neuromuscular disease such as multiple 
sclerosis and found the patient's quality of life improved. 
In addition to regimens of therapeutic massage, Carter 
and Sanderson (1995) and Mccann and McKenna (1993) 
identified "expressive touch" which may be as subtle as a 
gentle touch on the hand or the shoulder that demonstrates 
care and concern for the individual. According to Carter 
and Sanderson (1995) and Mccann and McKenna (1993) touch has 
the capacity to convey support and acceptance. It is a 
silent language that transcends a disability and facilitates 
trust, confidence, and communication between two persons. 
In effect, "expressive touch" helps establish rapport. 
Although there is a history of studies that indicate 
touch has a beneficial effect on human development and well-
being in general, only recently has research focused on the 
effect of touch on communication specifically. To date, 
there are no studies which have examined the effect that a 
structured regimen of touch/massage therapy may have on a 
14 
specific communication task in a specific population. This 
research focused on changes that occur in the communication 
systems of the elderly as a result of touch/massage therapy. 
It was hypothesized that the modality of touch may serve to 
increase motivation to communicate in elderly persons who 
are socially isolated and/or suffer from debilitating 
conditions that have reduced communication interactions. 
This study further hypothesized that touch may aid in 
establishing rapport. The present study was designed to 
examine two questions related to speech output in the 
elderly population: 1) Does a regimen of touch massage 
therapy increase speech output as measured by 
confrontational naming performance on the Boston Naming Test 
in elderly persons residing in nursing homes or living alone 
in relatively non-stimulating communication environments, 
and 2) Is touch/massage therapy a useful method in 
establishing rapport between an elderly client and the 
clinician subsequently motivating the client to increase 
their desire to communicate. 
Subject Selection 
CHAPTER III 
Methods 
15 
Ten subjects, ages 71 - 88, participated in this study. 
Eight subjects were residents of skilled nursing facilities 
and two lived by themselves and functioned independently. 
Of the eight subjects residing in nursing facilities, three 
were diagnosed as having Parkinsonism, two as having 
dementia, two as having Alzheimer's disease, and one as 
having diabetes mellitus. Of the two subjects living alone, 
one was diagnosed with diabetes mellitus and one had no 
clinical diagnosis. 
Selection of the subjects was based on their ability 
to obtain at least a 70% composite score associated with 
tasks of auditory comprehension, body part identification, 
simple yes/no questions, verbal expression, automatized 
sequences, sentence completion, responsive naming, and 
cognition (Appendix A). These tasks were adapted from an 
assessment battery used at United Samaritans Medical Center 
in Danville, Illinois to screen speech, language, and 
cognitive functions in neurogenic patients. In addition, 
each subject was evaluated for hearing acuity sufficient to 
follow instructions presented at a normal conversational 
level in a one on one situation, and visual acuity 
sufficient to perceive stimuli from a distance of 12 inches. 
Authorization for participation was obtained in writing 
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for each subject from at least two persons: The subject 
and/or responsible family member and authorized personnel of 
the nursing facility (Appendix B). The purpose and 
procedures used in the study were explained to the family 
member and the nursing facility personnel (Appendix C). To 
assure that the experiment responses were not biased, the 
subjects were not told the purpose of the study. 
Experimental Design: Treatment Phases 
An ABAB single subject experimental design was used to 
measure the performances of each subject on an individual 
basis. The design was selected to allow each subject to 
serve as their own control and eliminate the need to match 
large numbers of homogenous subjects and apply statistical 
analysis. Thus, each subject's performance was measured and 
compared under treatment and non-treatment conditions. 
Stimuli from the Boston Naming Test, which were considered 
to be equivalent were presented in each of the four phases 
of this study (Appendix D). The test stimuli were 
considered to be equivalent since the pictures are presented 
in a hierarchy from most familiar to least familiar. By 
dividing the test items in two groups based on alternating 
order, the two groups were considered to be relatively 
equivalent. This test was used because it consists of an 
even number of pictures (60) and because it has been used to 
assess naming skills in various populations, including 
patients with neurogenic disorders. Although three 
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different measures of scoring can be done, the Boston Naming 
Test allows for scores to be assigned on the basis of 
correctness which was the dependent variable of this study. 
The stimuli in the Boston Naming Test were desirable because 
the pictures are simple line drawing which direct the 
subjects' attention toward the stimulus item. The 
independent variable of touch/massage therapy was measured 
by the dependent variable of confrontational naming 
performance on the Boston Naming Test. The independent 
variable of touch was presented in two phases and the 
independent variable was withdrawn in two phases. 
Research Procedures 
Al: Subject was administered the odd numbered 
pictures of the Boston Naming Test without treatment. 
Bl: Subject was administered the even numbered 
pictures of the Boston Naming Test (equivalent] following 
treatment. 
A2: Subject was administered the even numbered 
pictures of the Boston Naming Test without treatment 
B2: Subject was administered the odd numbered 
pictures of the Boston Naming Test (equivalent] following 
treatment. 
Experimental Design: Follow-Up Survey 
The clinician administered a survey consisting of 
eleven subjective yes/no questions to each subject (Appendix 
E). The questions assessed the treatment stimuli 
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(touch/massage therapy) and subjects' motivation to respond 
following the treatment. The content of the survey was 
based on literature concerning age-related improvements in 
communication in elderly persons as a result of increased 
motivation to socially interact (Fascione, 1995; Villano, 
1992). The questions were selected because the examiner 
believed that affirmative responses to the questions would 
reflect positive emotions generated by the touch/massage 
treatments. Raw scores from the survey were tallied and 
evaluated by the examiner. 
Treatment Phases 
CHAPTER IV 
Results 
19 
The experimental results were analyzed for differences 
in raw scores following each of the two experimental 
treatment phases. Graphs delineating each subject's 
performances are presented in Figures 1 through 10. 
In general, the results of the data do not show a 
uniform treatment effect. That is, there is no clear 
evidence that treatment stimuli uniformly influenced the 
subjects' naming performances. Only subjects 7 (Alzheimer's 
disease), 9 (Parkinsonism), and 10 (no clinical diagnosis) 
demonstrated increases after both treatments. On the other 
hand, subject 6 (Parkinsonism) actually demonstrated a 
decrease following both treatments. The performances of 
subjects 1,2,3,4,5, and 8 are shown below: 
Subject 1 (Parkinsonism). Performance increased by 5 
following the first treatment, but decreased by 1 following 
the second treatment. 
Subject 2 (Alzheimer's disease). Performance increased 
by 1 following the first treatment, but decreased by 1 
following the second treatment. 
Subject 3 (dementia). Performance remained unchanged 
following the first treatment, and decreased by 5 following 
the second treatment. 
Subject 4 (dementia). Performance remained unchanged 
20 
following the first treatment, and decreased by 5 following 
the second treatment. 
Subject 5 (diabetes mellitus). Performance decreased by 
2 following the first treatment, but increased by 2 
following the second treatment. 
Subject 8 (diabetes mellitus). Performance remained 
unchanged following the first treatment, but increased by 2 
following the second treatment. 
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Follow-Up Survey 
Table 1 displays the results from the eleven survey 
questions for each subject. 
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TABLE 1 
SUBJECTS EMOTIONAL RESPONSES TO SURVEY 
Question No. Reported Feelings of Behaviors No. of Yes 
Responses 
1 felt more like naming 7/10 
2 could concentrate better 8/10 
3 felt like talking with other more 9/10 
4 gave more confidence in the 10/10 
clinician 
5 felt special 9/10 
6 felt more ease with the clinician 9/10 
7 helped focus attention 10/10 
8 felt more relaxed 10/10 
9 believed named more pictures 8/10 
correctly after the massage 
10 believed would have performed as 6/10 
well with or without the massage 
11 created negative feelings 0/10 
L 
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CHAPTER V 
Discussion 
The present study was designed to examine two questions 
related to speech output in the elderly population: 1) Does 
a regimen of touch massage therapy increase speech output as 
measured by confrontational naming performance on the Boston 
Naming Test in elderly persons residing in nursing homes or 
living alone in relatively non-stimulating communication 
environments, and 2) Is touch/massage therapy a useful 
method in establishing rapport between an elderly client and 
the clinician subsequently motivating the client to increase 
their desire to communicate. To establish a basis for the 
study, literature was reviewed which reported that speech 
output is influenced by both anatomical and sociological 
factors. Although anatomical changes are known to affect 
speech output, the focus of this study was on sociological 
situations in which the subjects were relatively isolated 
from motivating and stimulating communicative interactions. 
Speech output was measured by changes in raw scores 
from the Boston Naming Test, a confrontational naming task, 
under treatment and non-treatment conditions. Changes in 
motivation were measured by the subjects' responses to a 
series of questions related to their subjective reactions to 
the treatment conditions. 
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Discussion on the Effects of Touch/Massage Treatments 
The findings concerning the effects of touch/massage 
treatment on confrontational naming performance established 
no clear pattern. The performance of some subjects 
increased, but in other subjects the performance remained 
unchanged or decreased. Furthermore, there was no 
consistency based on medical condition or living 
environment. For example, of the three Parkinsonism 
patients, only one showed improved performances following 
the treatments. The other two showed decreases or mixed 
performances following treatments. Parkinsonism patients 
sometimes experience sensory losses that may benefit from 
tactile input such as touch/massage stimuli (Scott, Caird, & 
Williams, 1985), but in this study, no evidence of such an 
effect was noted. In studying the two subjects diagnosed 
with Alzheimer's disease, one showed improvement during the 
treatment phases, but the performance of the other were 
mixed. The scores of both subjects with dementia remained 
unchanged following the first treatment and decreased by two 
following the second treatment. Of the two subjects living 
independently, one showed improvement during the treatment 
phases, while the performance of the other subject was 
mixed. 
The treatment outcomes may have been influenced by the 
day to day variability of cognition that exists secondary to 
neurological disorders such as Alzheimer's disease, 
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dementia, and Parkinsonism. In addition, daily and even 
hourly mood changes may be expected in patients with these 
medical conditions. Effects of medications such as Sinemet 
which is often used to treat some symptoms of Parkinsonism 
may also have influenced the lucidity of the Parkinsonism 
subjects. Moreover, some patients may experience side 
effects from Sinemet and other dopaminergic drugs (Scott, et 
al. 1985). In retrospect, another reason may be a ceiling 
effect. Since touch/massage treatment would not be expected 
to increase vocabulary knowledge, confrontational naming 
performance on the initial administration may reflect the 
subjects' best possible performance and therefore no 
improvement could be expected following treatment. 
Discussion of Subject's Subjective Responses to Touch-
Massage Treatments 
The findings related to the subjects' subjective 
reactions to the touch/massage treatments show a clear 
pattern of reported positive emotions and motivation to 
increase speech output. All eleven of the survey items 
received positive responses of 50% or greater. The three 
items pertaining to increases in attention, confidence in 
the clinician, and a sense of feeling relaxed all received 
unanimous positive reactions from all subjects. The three 
items pertaining to improved feelings of "being special", a 
desire to talk to others, and being more at ease with the 
clinician received positive reactions from nine of ten 
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subjects. Eight of ten subjects responded positively to 
items relating to improved concentration and believed they 
named more pictures correctly. Seven of ten subjects 
responded yes to question #1 indicating they "did feel more 
like naming the pictures" after the treatment. However, 
only six out of ten responded positively on the item related 
to belief that performance would have remained the same with 
or without the touch/massage treatments. Interestingly, 
none of the subjects expressed any negative feelings in 
response to the treatment. 
However, this data should be viewed with some caution. 
One reason is that subjects' responses may have been 
influenced by the researcher presenting the follow up survey 
questions. This procedure can create a subject bias toward 
the researcher (Bloom & Fischer, 1982) wherein conditions 
implicit in the environment may have influenced subject 
responses. Another reason is the day to day variability 
that exists with neurogenic disorders such as Alzheimer's 
disease, dementia, and Parkinsonism. For example, daily and 
hourly mood changes may be displayed. The possible effects 
of medication prescribed for such disorders may have 
influenced the results as well. 
Conclusions 
Although three subjects demonstrated increased 
confrontational naming performance following experimental 
treatments, the others did not show a consistent pattern of 
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improvement. Therefore, the findings do not show that 
touch/massage treatments have the capability to increase 
speech output as measured by confrontational naming in 
socially isolated elderly persons. However, the subjective 
responses to the survey suggested that touch/massage 
treatments may promote positive feelings towards self, the 
clinician, and others in the environment. 
Limitations 
Several limitations of the study were identified: 1) 
There was a lack of sufficient control for extraneous 
variables with the ABAB single subject research design. 
Even though each subject served as their own control only 
one data point per phase was plotted. Therefore no trends 
prior to initiation of the treatment phase could be 
identified, such as those that might result from medications 
or the day to day variability characteristic of neurogenic 
disorders. 2) In retrospect, a testing effect could have 
influenced data outcomes of the subject survey because of 
subject bias which could have occurred since the same person 
administering treatment administered the subject survey. 
Use of a third party to administer the subject survey could 
control for this testing effect. 3) Instrumentation was a 
threat to the internal validity of this study because 
confrontational naming performance measures knowledge as 
opposed to quantity of speech output. The treatment effects 
of touch/massage therapy may be more accurately reflected by 
using a social task versus a knowledge task. 
Recommendations for Further Research 
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This study failed to establish that touch/massage 
therapy increases speech output as measured by 
confrontational naming in elderly persons living in 
relatively non-stimulating communication environments. 
However, the benefit of touch/massage therapy can not be 
completely dismissed since three subjects demonstrated 
increases in confrontational naming performance. Further 
research should be designed to apply the treatments more 
frequently and over longer periods of time, and to measure 
speech output in other ways such as mean length utterance, 
increased vocalization with family members, or more social 
participation. This might be accomplished by a staff 
speech-language pathologist or speech-language assistant and 
through training of other health care professionals in 
frequent contact with the subjects. A combination of more 
treatment over longer periods of time, more homogeneous 
subjects, and a different dependent variable such as mean 
length utterance may provide more objective evidence of the 
benefits of touch/massage therapy in treating socially 
isolated elderly persons. Longitudinal data may yield a 
positive pattern of increased speech output as the effects 
of the treatments accumulate over time and influence 
subjects' motivation and desire to increase communicative 
interactions. 
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APPENDIX A 
I. Auditory Comprehension 
A. One-Step Commands 
1. Hold up your hand. 
2. Make a fist. 
3. Close your eyes. 
4. Open your eyes. 
5. Show me the ceiling. 
B. Body Part Identification 
1. Ear 
2. Nose 
3. Eye 
4. Neck 
5. Chin 
C. Simple Yes/No Questions 
+ -
+ -
+ -
+ -
+ -
+ -
+ -
+ -
+ -
+ -
1. Is your name Smith? + -
2. Is your name ? + -
3. Are you a man/woman? + -
4. Are the lights on in this room? + -
5. Are you wearing red pajamas? + -
II. Verbal Expression 
A. Oral Motor Examination Norm. Imprd. 
1. Lip 
a. protrusion 
b. retraction 
2. Tongue 
a. protrusion 
b. lateralization 
c. elevation 
B. Automatized Sequences 
1. Days of week + -
2. Months of year + -
3. Counting to 20 + -
4. Alphabet + -
C. Sentence Completion 
1. The grass is + -
2. Sugar is + -
3. Roses are red, violets are + -
4. They fought like cats and + -
5. Christmas is in the month of + -
40 
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D. Responsive Naming 
1. What do we tell time with? + -
2. What do you do with a razor? + -
3. What do you do with soap? + -
4. What do you do with a pencil? + -
5. What do you cut paper with? + -
III. Cognition 
A. Orientation 
1. What is today's date? 
a. Month + -
b. Day + -
c. Year + -
2. Where are you now? + -
3. Why are you here? + -
4. When do we celebrate Christmas? + -
5. Who is president of the U.S.? + -
B. Short Term Memory 
pencil, glasses, blanket (after 60 sec.) /3 
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APPENDIX B 
Letter of Request for Participants 
Dear Family Member: 
My name is Christine Fraser and I am a graduate student 
at Eastern Illinois University preparing for my master 
degree in Communication Disorders and Sciences. In order to 
obtain my master degree, I am doing a thesis entitled The 
Effects of Systematic Tactile Application on Confrontational 
Naming Performance and Its Influence on Motivation and 
Rapport in Elderly Persons. With this thesis, I hope to 
demonstrate the positive effects of touch in treating 
various communication disorders. 
I would like to obtain permission for your relative to 
participate in my study. This will entail a screening 
session consisting of several short tests to determine their 
communication abilities followed by four short visits. Two 
of these visits will involve naming 30 pictures. The other 
two visits will include a 2 minute massage of the hands and 
lower arms and again naming 30 pictures. These sessions 
should last no more than 15 minutes each. I will be happy 
to provide you with the results after they are compiled. 
The identity and privacy of all participants will be 
ensured. 
With the cooperation of the skilled nursing facility 
administrator and your family, I hope to show that 
touch/massage therapy will provide positive benefits to 
elderly persons residing in skilled nursing facilities. 
A consent form is enclosed with a self-addressed 
stamped envelope. Please sign and return as soon as 
possible. If you have any questions, I can be reached 
between the hours of 5:00 - 9:00 p.m. at ( ). The testing 
will take place after consent is received. 
Thank you for enabling me to complete my thesis by 
allowing your relative to participate. 
Sincerely, 
Christine Fraser 
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APPENDIX C 
Consent Forms 
1. Subject 
I have given my permission to Christine Fraser, B.S., 
Eastern Illinois University graduate student, to serve as a 
subject in her research project entitled The Effects of 
Systematic Tactile Application on Confrontational Naming 
Performance and Its Influences on Motivation and Rapport in 
Elderly Persons. The requirements of my participation have 
been explained to me and I understand that my participation 
is voluntary and confidential, and at my request, I will be 
given a copy of the results. 
Signature Date 
Witness Date 
2. Family Member/Facility 
I have given my permission to Christine Fraser, B.S., 
Eastern Illinois University graduate student, for 
to participate in her research project entitled The Effects 
of Systematic Tactile Application on Confrontational Naming 
Performance and Its Influences on Motivation and Rapport in 
Elderly Persons. The requirements of his/her participation 
have been explained to me and I understand that his/her 
participation is voluntary and confidential, and at my 
request I will be given a copy of the results. 
Signature and/or Title Date 
Facility 
Witness Date 
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APPENDIX D 
Al: Clinician: "Hello Mr. . My name is 
Thank you for participating in my study. Please name the 
pictures that I place before you." The clinician will smile 
at the subject during the administration of the test. 
- Clinician presents the odd numbered pictures 
from the Boston Naming Test following the 
directions for its administration. 
Two days later. 
Bl: Clinician: "In few minutes, I am going to 
place some other pictures in front of you, but before I show 
you the pictures, I want to apply some touch therapy. It is 
a form of massage. It is designed to be comfortable. If at 
any point it bothers you in any way, let me know and I will 
stop. It will take 2 minutes. Are you ready?" 
Clinician applies a caressing, gentle touch in 
long strokes for 60 seconds each to the 
subject's hands and lower arms. The final 
touch is a gentle squeeze to the hand. The 
clinician will offer smiles to the subject and 
respond conservatively to any comments made by 
the subject. 
- Clinician: "Now, please name the pictures I 
place in front of you." Clinician presents the even 
numbered pictures from the Boston Naming Test. 
Two days later. 
A2: Clinician: "Hello Mr. Nice to see you. 
How are you today? Thanks again for participating in my 
study. Please name the pictures I place before you." The 
clinician will smile at the subject during the 
administration of the test. 
- Clinician presents the even numbered pictures 
from the Boston Naming Test. 
Two days later. 
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B2: Clinician: "Now, in a few minutes, I am going 
to place some more pictures in front of you, but before I 
do, I want to apply some touch therapy. It is a form of 
massage. It is designed to be comfortable. If at any point 
it bothers you in any way, let me know and I will stop. It 
will take two minutes. Are you ready?" 
Clinician applies a caressing, gentle touch in 
long strokes for 60 seconds each to the 
subject's hands and lower arms. The final 
touch being a gentle squeeze of the hands. The 
clinician will offer smiles to the subject and 
respond conservatively to any comments made by 
the subject. 
- Clinician: "Now, please name the pictures I 
place in front of you." Clinician presents the odd numbered 
pictures from the Boston Naming Test. 
Phase five: Patient completes questionnaire about the 
treatment experience. 
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APPENDIX E 
Subject Survey 
1. After the massage, did you feel more like naming the 
pictures? yes no 
2. After the massage, could you concentrate better on 
naming the pictures? yes no 
3. After the massage, did you feel like talking with other 
people? yes no 
4. Did the massage give you more confidence (faith) in me? 
yes no 
5. Did the massage make you feel special? yes no 
6. Did the massage make you feel more at ease with me? 
yes no 
7. Did the massage help you pay more attention to my 
instructions? yes no 
8. Did the massage cause any negative feelings? 
yes no If yes, describe them. 
9. Did the massage make you feel more relaxed? 
yes no 
10. Do you think you named more pictures correctly after 
the massage? yes no 
11. Do you think you would have performed as well on the 
same pictures with or without the massage? 
yes no 
